The following recommendations represent the consensus of the AWHONN Power of Touch Scientific Advisory Panel. Although AWHONN recommends skin-to-skin contact for preterm infants in other resources, the focus of the literature review for this practice brief was full-term, healthy newborns.
All stable infants greater than 37 weeks and 0 days gestation born by vaginal or cesarean birth should be placed in immediate skin-to-skin contact for at least the first hour of life or until the first breastfeeding is completed. All mothers of stable infants greater than 37 weeks and 0 days gestation should be offered the option of skin-to-skin contact during painful neonatal procedures, such as vaccinations and blood sampling, whenever possible. All parents of healthy infants greater than 37 weeks and 0 days gestation should be encouraged to have frequent, uninterrupted skin-to-skin contact with their newborns while in the hospital and after discharge.
Skin-to-Skin Contact
Skin-to-skin contact is described as holding the unclothed, diapered newborn on the mother's or caretaker's bare chest, usually in an upright position (Jefferies & Canadian Paediatric Society, Fetus and Newborn Committee, 2012; Moore, Anderson, Bergman, & Dowswell, 2012) . Skinto-skin contact has also been referred to as kangaroo care.
Skin-to-Skin Contact for Full-Term Infants
Although there are many positive effects of skin-to-skin contact for healthy, term newborns, this method of care is not routinely practiced in all obstetric settings, especially for neonates born by cesarean (Beiranvand, Valizadeh, Hosseinabadi, & Pournia, 2014; Erlandsson, Dsilna, Fagerberg, & Christensson, 2007) . The initial benefits of immediate skin-to-skin contact after birth for the newborn include improved thermoregulation and cardiopulmonary stabilization (Beiranvand et al., 2014; Srivistava, Gupta, Bhatnagar, & Dutta 2014; Takahashi, Tamakoshi, Matsushima, & Kawabe, 2011) . Full-term newborns who have immediate and sustained skin-to-skin contact with mothers also demonstrate short-and long-term improvements in feeding, such as shorter time to first successful breastfeed, better suckling at the breast, and overall longer duration of breastfeeding (Bramson et al., 2010; Mahmood, Jamal, & Khan, 2011; Srivistava et al., 2014) . Erlandsson et al. (2007) compared full-term neonates born by cesarean and placed on their fathers' chests to those placed in cots. Those held on their fathers' chests stopped crying, became calmer, and reached a drowsy state more quickly than those placed in cots.
During routine care practices, full-term, healthy infants are exposed to some interventions that are considered painful, including heel lance procedures for blood sampling and intramuscular injections. Skin-to-skin contact has been shown to reduce the responses of newborns to painful stimuli, including a decrease in facial grimace, heart rate, and crying time when compared to those who were not in skin-to-skin contact during the same procedures (Gray, Watt, & Blass, 2000; Kostandy, Anderson, & Good, 2013; Liu, Zhao, & Li, 2015) .
In addition to the benefits of skin-to-skin contact for the newborn, there are many benefits for the mother. For mothers who choose to breastfeed, earlier and longer sessions of skin-to-skin contact support exclusive and extended breastfeeding (Bramson et al., 2010; Marín Gabriel et al., 2010;  The information herein is designed to aid nurses in providing evidencebased care to women and newborns. These recommendations should not be construed as dictating an exclusive course of treatment or procedure. Variations in practice may be warranted based on the needs of the individual patient, resources, and limitations unique to the institution or type of practice.
Mikiel-Kostyra, Mazur, & Bołtruszko, 2002) . Skin-to-skin contact can reduce symptoms of depression and physiological stress in the postpartum period (Bigelow, Power, MacLellan-Peters, Alex, & McDonald, 2012) , increase feelings of bonding and attachment (Stevens, Schmied, Burns, & Dahlen, 2014) , and improve mothers' confidence in their ability to breastfeed (Aghdas, Talat, & Sepideh, 2014) .
Timing of Skin-to-Skin Contact
Uninterrupted skin-to-skin contact should be encouraged for at least the first hour of life after birth and until the first breastfeeding is completed as long as the mother and newborn remain stable. If desired, skin-to-skin contact can be extended to the first two to three hours of life if the mother and infant remain stable. Routine care practices should ideally be delayed until the initial skin-to-skin session is completed. Although the evidence remains inconclusive about how long infants should remain in skin-to-skin contact, improved breastfeeding outcomes have been reported with sessions as short as 20 minutes in duration (Mikiel-Kostyra, 2002) . Most researchers recommend sessions lasting at least one to two hours and as long as five hours per day for the first week of life (Bigelow et al., 2012; Bramson et al., 2010; Suzuki, 2013) .
Safety Measures
AWHONN recommends that an appropriately trained health care professional (e.g., registered nurse, midwife, nurse practitioner, physician) be in attendance for all immediate skin-to-skin sessions during the first two hours of life and that the infant and mother be observed frequently during this time. While most researchers suggest that there are no risks to the mother or newborn during skin-to-skin sessions (Moore et al., 2012; Kostandy et al., 2013) , there are case reports of sudden, unexpected postnatal collapse of healthy term infants who were positioned prone during skin-to-skin contact (Ludington-Hoe & Morgan, 2014; Pejovic & Herlenius, 2013) . There is no agreed upon definition of sudden, unexpected infant collapse in the literature. However, Pejovic & Herlenius (2013) described it as an incident in which a healthy, previously vigorous infant with Apgar scores of 8 suddenly becomes apneic, which necessitates medical intervention and often resuscitation measures.
Heath care professionals should be trained how to manage skin-to-skin contact in obstetric and postpartum settings. This training should include proper positioning, maternal and newborn safety measures, and physiologic indicators that should be monitored during immediate and ongoing skinto-skin contact (Stevens et al., 2014) . Although the use of neonatal assessment tools to monitor infants in skin-to-skin contact have been suggested, such as respiratory effort, activity, perfusion, position (Ludington-Hoe & Morgan, 2014), no assessment tools have been validated at this time. Parents should be educated on proper positioning for the parent and newborn and how to avoid distractions during skin-to-skin sessions.
Infant Massage Therapy
Currently, insufficient data exists upon which to base recommendations for routine infant massage therapy during the hospitalization period immediately after birth. However, some researchers found that infant massage therapy performed on stable infants of greater than 37 weeks gestation resulted in increased stooling and decreased bilirubin levels (Chen, Sadakata, Ishida, Sekizuka, & Sayam, 2011; Dalili, Sheikhi, Shariat, & Haghnazarian, 2016; Lin, Yang, Cheng, & Yen, 2015) , improved sleep patterns (Ferber, Laudon, Kuint, Weller, & Zisapel, 2002) , and enhanced growth and development (Field et al., 2004) . Before routine recommendations can be made for infant massage therapy, more research is needed in this population.
